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al drug for the treatment of patients with refractory vasople-
gia after CPB. Further research, of course, is needed.
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Notes about axillary cannulation
To the Editor:
We read with interest the comments1,2 on our article about
axillary cannulation for type A aortic dissection,3 and we are
honored by the attention paid to our work.
Since August 1998, axillary cannulation has been used in
13 more patients with type A aortic dissection in our institu-
tion. The axilla has now become our site of choice for arteri-
al perfusion. No brachial plexus injury has been recorded and
no lesion of the axillary artery has occurred. These results
emphasize that direct cannulation is safe when a lateral
approach is used, as well. Moreover, in the past 5 years, we
have performed this lateral vascular access in more than 130
axillo-femoral bypass procedures for peripheral disease with-
out local complications.
We fully agree that the graft interposition technique offers
important advantages in terms of systemic pressure monitoring
and decannulation. However, direct cannulation is more expedi-
tious, an advantage in patients with type A aortic dissection.
Furthermore, it is more difficult to evacuate air from the graft
than from the cannula, and this may be disadvantageous.
Another point of controversy is that the choice of the left axil-
lary artery, instead of the right, precludes the use of this route for
elective cerebral protection. Besides our shared apprehension
about manipulating the innominate artery, another m'\ior concern
remains that of embolization at the beginning of perfusion, which
can be avoided if the left axillary artery is used.
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To assess this point, we have performed transcranial
Doppler monitoring of the bilateral middle cerebral arteries
in 6 patients treated for acute type A aortic dissection. Three
of them received right axillary cannulation and 3 left axillary
cannulation. Although none of the patients had clinically
detectable consequences, microembolic signals were detect-
ed at the beginning of the perfusion in all patients having
right axillary cannulation, whereas no signal was detected in
the 3 patients with left axillary cannulation.
We have encountered only one difficulty with axillary artery
cannulation that does not occur with femoral artery cannulation.
During total aortic arch replacement for type A aortic dissec-
tion, at the moment of circulatory arrest, the descending aorta
tends to empty. We cannot fill the aorta and the graft retro-
gradely, as we can with femoral artery cannulation. Therefore,
once the anastomosis of the button containing the supra-aortic
branches has been completed, we have too much air to evacu-
ate. From this viewpoint, we agree that right axillary artery can-
nulation provides a theoretical advantage over left axillary
artery cannulation by allowing retrograde washing of air bub-
bles through the common carotid, innominate, and even left
subclavian arteries through the vertebral-basilar system.
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Is neck or chest anastomosis preferable during
esophageal resection?
To the Editor:
We read with great interest the article by Johansson and
associates titled "Pharyngeal Reflux After Gastric Pull-up
Esophagectomy With Neck and Chest Anastomoses.'" This
topic is important, controversial, and difficult to study, and
the authors are to be commended for addressing it.
The study design is flawed. It is not clear whether the
groups are similar in tumor stage, demographics, and other
variables that could influence pharyngeal reflux. The type
and complexity of the resections are not specified.
Reconstructions are atypical and variable. No gastric drain-
age procedures were performed; thus the occurrence of
gastric retention, reflux, and reflux-related complications
